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Approximately 90% of sudden deaths are associated with,
and most likely related to, coronary artery disease and more
specifically to myocardial ischemia. In 20 to 25% of the
patients who die suddenly, this event is the first manifes-
tation of their clinical coronary artery disease. Therefore,
the major therapeutic effort in controlling sudden death should
be directed toward preventing ischemia. It was the consen-
sus of the group that the recognition of the subset of indi-
viduals at risk of sudden death is, at present, difficult despite
the contribution of the clinical electrocardiogram, stress test-
ing and ambulatory monitoring .
Studies relating the electrocardiographic changes to sub-
sequent sudden death are sparse. The specificity of an ab-
normal electrocardiogram as a marker of risk for sudden
death is poor; the vast majority of patients with an abnormal
electrocardiogram do not die suddenly. The role of the elec-
trocardiogram in the recognition of the individual at risk for
sudden death is in identifying the patient with coronary
artery disease and, more specifically, ischemia.
As far as the exercise test is concerned, there are no
variables that identify the subset of individuals at risk of
sudden death. The stress test identifies the subset at a higher
risk of death, some of whom will die suddenly. The test
does not, however, permit a differentiation between indi-
viduals at risk of sudden or "nonsudden" death. In respect
to arrhythmias induced during exercise, a single isolated
episode of ventricular tachycardia is not a marker of risk
for sudden death.
With respect to the role of ambulatory electrocardio-
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graphic monitoring in identifying patients at risk for sudden
death and, more specifically, the significance of ST segment
depression, it was the consensus of the panel that this area
requires further study. It was pointed out that there are many
technologic problems that need to be resolved to ensure
more accurate recording of the ST segment and, impor-
tantly, that our knowledge of the electrocardiographic changes
that are extrapolated to ambulatory monitoring is derived
from the patient in a supine position . Whether such data are
applicable to ambulatory monitoring, be it equipment with
one or two channels, is at present unanswered.
Current data indicate a high prevalance of ST segment
changes that are probably of no prognostic significance, as
suggested by parallel angiographic studies . The underlying
heart disease, if present, frequently has diverse causes and
is not necessarily due to coronary artery disease. At present,
ambulatory electrocardiographic monitoring is not an ap-
propriate procedure for identifying ischemia in the asymp-
tomatic individual, and this statement is probably also ap-
plicable for the symptomatic individual. It is not an appropriate
tool for identifying patients at risk of sudden death, irre-
spective of whether one focuses on the ST segment or ar-
rhythmias, because of the low sensitivity and specificity of
ambulatory monitoring for identifying the individual at risk
for sudden death.
Sudden death in patients with the Wolff-Parkinson-White
syndrome is rare. However, it has been suggested that pres-
ence of multiple anomalous bypass tracts places the patient
at higher risk of sudden death.
The panel concluded that additional studies are needed
for the clinician to be able to identify the individual at risk
of sudden death.
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